SoUuth Dakota Boara or Nursing
South Dakota Department of Health
4305 S, Louise Avenue Suite 201; Sioux Falls, SD 57106-3115
(605) 362-2760; Fax: 362-2768; www.state.sd.us/doh/nursing

Medication Administration Training Program for Unlicensed Assistive Personnel
Application for Re-Approval of Training Program

Medication administration may be delegated only to those individuals who have successfully completed a training
program pursuant to_ARSD 20:48:04.01:14. An application along with required documentation must be submitted to
the Board of Nursing for approval. Written notice of approval or denial of the application will be issued upon receipt
of all required documents. Send completed application and supporting documentation to:  South Dakota Board of
Nursing; 4305 S. Louise Ave., Suite 201; Sioux Falls, South Dakota 57106-3115

Name of Institution: Rmtorc\ TChoroer Lom Care Center
Name of Primary Instructor: __I\oe Vi, Ereder' ale RS {Dond
Address: [o/018) %?)‘r}ron B\
Chamise o’ ST 91323
Phone Number: __ Lo NS - 224 - LBV Y FaxNumber: __[o05- 234~ L§¥32
E-mail Address of Faculty; an\g\xa..cru:\er\ @ SCU'\‘E'\DTA\’\Q_Q,\‘H\-OV'C(!

g

1. Request re-approval using the following approved curriculum(s): (Each program Is expected to retain program
records using the Enrolfed Student Log form,
0 2011sD Community Mental Hea!th Faclllties (only approved for agencles certified through the Department of Soclal Services)
a ssistants, Sorrentino & Remmert (2009)
jmp Nebraska Healm Care Assodatmn (2010) {NHCA)
. We Care Online

2, List facuity and licensure information: For new RN faculty: 1) attach resume/work history with evidence of minimunm 2 years
dlinical RNV experience, and 2)-altach a new Curriculum Application Form identifying areas of teaching:

RN LICENSE
RN FACULTY/INSTRUCTOR NAME(S) State Number Expiration Date Verification
. (Cormpletad by SDBON)
Heoae Vo Fre derich S50 KDz2a017 L4/pbL]IA [ 172
Mnrd Suxnson SO leoagdad RIS/
Mgk, Thonm pSn DD | ROZHMAZY S ANT7. \
(evrod vale S0 [Roz4¥24l 12013113 e
e Wenoe\bo € DD k2034 LIZA1Z v
3. _Complete evaluation of the curriculum / program: (Explain 'Wo’ responses on a separate sheet of paper.)
Standard Yes No
1. Each person enolled in your program had a high school diploma or the equivalent. P
2. Your program was no less than 16 dassroom hours and 4 hours clinical/laboratory Instruction for a total K
of 20 hours.
3. Your program’s faculty to student ratio did not exceed 1:8 In the dlinical / fab setting A
4. Your program’s faculty to student ratio did not exceed 1:1 in skill performance evaluation /competency ><
validation.
5. Each student’s performance was documented using the SD dinical skills checklist form. X
6. _You maintain records using the Enrolled Student Log(s) form. %

RN Faculty Signature: J\nm{\(fmd@gjm: H-4-\2

This section to be completed bvtheSouthDakohBoardofNumm
Date Application Received: 4/§ /] Date Notice Sent to Institution:
Date Application Approved: H / /a Application Denied. Reason:
Expiration Date oprpruva! Y /ao 201+
Q @) O 3/8/12




